physicians and pediatricians may generally understand the benefits of breastfeeding and how to manage some breastfeeding pathology such as mastitis or thrush, they are not typically trained to assess the nuances of the breastfeeding relationship, including proper latch, nipple pain, and concerns about low milk supply. Furthermore, research has consistently demonstrated that pediatricians and obstetricians believe that they lack the skills needed to be breastfeeding advocates and educators (Feldman-Winter, Schanler, O'Connor, & Lawrence, 2008; Sigman-Grant & Kim, 2016; Sims, Long, Tender, & Young, 2015) . Lactation consultants and lactation counselors, on the other hand, are trained to assess the breastfeeding relationship and address problems but must refer for diagnosis and treatment, which are beyond their scope of practice (International Board of Lactation Consultant Examiners, 2017a) .
The complexity of modern patient care has led to education specialization, which is guided by distinct value systems that are instilled early in one's training. A study by Szucs, Miracle, and Rosenman (2009) found that there are gaps in breastfeeding knowledge, training, and counseling skills among the various provider groups that are involved with breastfeeding promotion and support, as well as inconsistent and poor communication among provider groups. Research on lactation specialists' perceptions of barriers to managing early breastfeeding problems is lacking. Understanding provider perspectives on the management of breastfeeding problems would assist in identifying areas for addressing the gaps in this management process, with the ultimate goal of increasing breastfeeding success and reducing the incidence of early weaning.
International Board Certified Lactation Consultants (IBCLCs) are internationally recognized healthcare professionals specifically trained to manage breastfeeding and human lactation and are certified through the International Board of Lactation Consultant Examiners (International Board of Lactation Consultant Examiners, 2017b; International Lactation Consultant Association, 2011) . The extensive training and supervised clinical practice required of IBCLCs afford them a unique perspective compared to other providers of lactation support. The profession of lactation consulting is young, but as of 2016, there were more than 15,700 IBCLCs in the United States and close to 29,000 internationally (International Board of Lactation Consultant Examiners, 2016) . Despite this increase in the number of IBCLCs, there is little research on the perspective of lactation consultants regarding barriers to the professional management of early breastfeeding problems. This study was designed to explore the perspectives of lactation consultants about early (prior to 4 weeks postpartum) breastfeeding problems that may lead to early weaning and identify factors that hinder the professional management of these problems. The findings in this article are part of a larger research study. The results presented here address the first (What do IBCLCs perceive to be the barriers to providing professional support and management of early breastfeeding problems?) of five research questions.
Methods

Design
This qualitative study was conducted using semistructured, in-depth interviews with IBCLCs in Florida using grounded theory (Strauss & Corbin, 1990) . In attempting to understand the management issues related to early breastfeeding problems, the goal was not to identify one answer to a so-called problem but, rather, to reveal the diverse perspectives from IBCLCs working in a range of settings to gain a more complete picture of how these problems are currently managed, as well as the perceived barriers to management. Grounded theory is defined as "a qualitative research method that uses a systematic set of procedures to develop an inductively derived theory about a phenomenon" (p. 24). By allowing the themes about barriers to managing early breastfeeding problems to emerge through a grounded theory approach, subjectivity was intentionally acknowledged so that the focus of discovery arose out of the voices of the providers.
The rights and welfare of potential participants were protected from coercion or undue influence; participation was completely voluntary and interview responses were confidential. All participants, including key informants and interviewees, read and signed the informed consent (or provided verbal consent) prior to the interview. This study was approved by the University of South Florida institutional review board.
Setting
All participants in this study lived and worked in Florida, a large southeastern state with 67 counties, reflecting a diversity of demographic and cultural communities, including
Key Messages
• • In-depth interviews with 30 International Board
Certified Lactation Consultants (IBCLCs) were conducted to identify their professional barriers to the support and management of lactation consulting. • • Findings suggest that the system of care for mothers needing breastfeeding support is fragmented. • • IBCLCs identified indirect barriers (social norms, knowledge, attitudes) and direct barriers within an occupation context (institutional constraints, lack of coordination, poor service delivery) and an individual context (self-efficacy of the mother, social support for the mother). • • These findings indicate a need for better teambased interprofessional collaboration to improve IBCLCs' ability to successfully support breastfeeding mothers and manage breastfeeding problems within a range of settings. (Creswell, 2007) . EA kept notes about the coding process and theme development to determine when theoretical saturation was reached. After the 23rd and 24th interviews, EA described in memos a sense of saturation for hospital-based participants and WIC participants, respectively. After difficulty in reaching the medical doctor (MD)/IBCLCs, one last effort at recruitment yielded three interviews. Surprisingly few codes (3) were added and EA determined that saturation was likely reached for MD/ IBCLCs. After 28 interviews, EA believed that saturation was reached; however, two additional interviews were conducted to confirm saturation. No additional codes were added; as the analysis progressed, codes evolved, but the determination of saturation at 30 interviews continued to be supported.
Data Collection
From July 2012 to June 2013, EA recruited a total of 51 IBCLCs in Florida via email or phone. Figure 1 illustrates the recruitment process, whereby recruitment, data collection, and analysis were iterative and took place over the course of a full year and across 18 counties. All participants gave written or verbal informed consent prior to the start of the interview. Interviews were recorded using a digital recorder. The length of the interviews ranged from 69 to 146 minutes with an average of 110 minutes. Interviews were conducted in person (n = 23), over the phone (n = 5), or through Skype (n = 2). In-person interviews were conducted in a location of the participants' choosing, which included local libraries (n = 3), restaurants (n = 2), hotel lobbies (n = 2), participant offices (n = 8), available conference rooms (n = 3), and participant homes (n = 5). Participants were not compensated for their time but were sent a personal, handwritten thank you note.
The first four interviews were conducted with IBCLCs from four different practice settings as key informant interviews to assist in development of the semistructured interview guide. The semistructured interview guide included a set of questions intended to explore the perspectives of IBCLCs on the barriers to managing early breastfeeding problems (see Supplementary Material). Similar questions were asked of each participant to make comparisons across different settings and the range of professional credentials. However, due to differences in work settings and perceived roles, some questions and probes were participant specific. A short demographic survey was also administered.
Criteria used for determining the quality and trustworthiness of qualitative data (credibility, dependability, confirmability, and transferability) were applied throughout data collection and analysis (Lincoln & Guba, 1985) . Inconsistencies in the data and identification of disconfirming evidence and divergent interpretations were captured in memos. Debriefing sessions with qualitative experts allowed the research process to remain transparent and contemplative. Due to EA's personal breastfeeding experiences, reflexivity was particularly important. A reflective journal facilitated critical self-assessment, accountability, and reflexivity throughout the research process. To enhance confirmability of the results, EA used a bracketing technique, in which the researcher finds ways (e.g., keeping a reflective journal, being interviewed) to temporarily separate (bracket) prior experiences to prevent them from having undue influence on interpretation of the data (Creswell, 2007) . EA identified her assumptions prior to and during data collection and reviewed them to understand their relationship to emerging insights. EA also shared portions of written results with a few participants for member checking, allowing them to participate in confirming the accuracy and credibility of interpretations.
Data Analysis
All interviews were transcribed verbatim by a transcription service, checked for accuracy, and entered into Atlas.ti student version 7.1.1 to identify emergent themes, contribute to the development of an evolving codebook, and maintain an audit trail. Several analytic techniques were employed, including the constant comparative method, axial coding, and selective coding, as well as analytic and reflective memos (Creswell, 2007; Strauss & Corbin, 1990) .
A research assistant (LKF) independently coded to be sure that the codes were dependable. EA and LKF independently coded eight (27%) of the same interviews; they met regularly to ensure that the data were being coded accurately and consistently and that the analysis process remained iterative and credible. See Supplementary Material for an example of the coding process for interrater reliability and the team memo that followed discussion of the discrepancies. This process led to the refinement of codes by examining the nuances and the subtle differences and similarities between codes and within the data. EA maintained an audit trail consisting of interview notes, coding definitions and evolution, a reflexive journal, and analytic memos throughout data collection and analysis.
The process of concept formation and development did not occur in clearly defined stages of the analytic process. EA and LKF began with open coding (developing broad categories from the transcripts) and in-vivo coding (using interviewees' exact wording to name codes) to begin breaking down the raw data. In this phase, all ideas were considered, which generated a rather large list of codes that represented broad concepts and initial themes. Through constant comparison, new segments of data were compared with previous codes, such that similarities and nuances were identified and patterns emerged. The axial phase of coding (identifying relationships and connections between codes) continued simultaneously with open and invivo coding as additional interview transcripts became available. Codes were recategorized into groups that represented broader concepts as core categories. These core categories became the principal components used to begin to explain the data: Background, Barriers, Breastfeeding Problems, Communication, Family-Centered Care, Role, Role Impact, and Supporting Factors. During axial coding, the linkages between codes were discovered and codes were categorized within the core categories as themes and subthemes. Themes and subthemes were further developed and refined as additional interviews allowed EA to interrogate the meaning of the emerging concepts within the core categories and in relation to the research questions. During selective coding, a conceptual model was developed to represent the central phenomenon Barriers to Managing Breastfeeding, the primary phenomenon presented in this article.
Through the constant comparison process, EA discovered that codes clustered under Barriers in two ways: (a) factors within a broad social context that indirectly affect the IBCLC's ability to manage breastfeeding problems and (b) organizational factors and factors relating to the individual mother that directly influence the role enactment of the IBCLC.
Results
Demographic information is summarized in Table 1 . Participants ranged in age from 34 to 70 years, with almost two-thirds in their 50s and 60s (M = 52). The professional backgrounds of the IBCLCs by practice setting are displayed in Table 2 . Only one participant in this study worked at a Baby-Friendly hospital and one pediatrician did rounds at a Baby-Friendly hospital; however, a few other respondents reported that their hospital was working toward the BFHI designation at the time of the interview.
Participants were asked to describe some of the barriers that impact their ability to provide support and management of early breastfeeding problems. Two main categories of barriers emerged: indirect and direct. The indirect barriers were defined by three broad themes: social norms, knowledge, and attitudes. Direct barriers were represented by two categories of factors: (a) occupational and (b) individual. The occupational factors included three broad themes: institutional constraints, lack of coordination, and poor service delivery. The individual factors included two broad themes: mother's social support and mother's self-efficacy. Themes and subthemes within the indirect and direct barriers are described here in more detail. The main themes and subthemes for the primary phenomenon, Barriers to Managing Breastfeeding, are presented in Tables 3, 4 , and 5, along with quotations designated with a corresponding Q in the following sections.
Indirect Barriers
Social norms. Participants described the challenge of working within a society with a cultural mindset that is not attuned to breastfeeding as the normal method of feeding a baby. Some felt that negative associations from unsuccessful breastfeeding experiences permeate a societal awareness and inadvertently create expectations of failure (Table 3, Q1). Social norms were also described in contrast to "other" (non-White) cultures outside of the United States; for immigrant families, breastfeeding is sometimes perceived as a barrier to acculturation, whereas formula feeding is elevated as a desired status symbol and a cultural ideal that represents integration into U.S. society (Q2).
Several participants commented on the influence of the formula industry on social norms about infant-feeding practices. Some WIC-based IBCLCs felt that WIC sends mixed messages to mothers because of their affiliation with formula companies (Q3). One of the pediatricians explained that she consciously had to shift her mindset from formula to breastfeeding as the normal way to feed a baby because of how entrenched the formula industry was in her own practice: "Formulas were so economically intertwined in our offices with samples, and gadgets, and presentations, and lunches you couldn't imagine pediatric practice without formula. I mean, I was an expert on formula [laughter]" (Participant [P] 27, pediatrician).
Knowledge. Almost every participant described a lack of breastfeeding knowledge by providers to be a major barrier in managing breastfeeding problems. Although some IBCLCs did acknowledge that there are many breastfeeding supportive providers in their communities, they often spoke about the overall lack of knowledge about breastfeeding and how to manage problems. They attributed providers' lack of knowledge to inadequate and inconsistent training (Q4). Many of the participants also believed that the personal experiences of providers or their spouses drive their approaches to breastfeeding support more than formal training or knowing about evidence-based practices. One of the pediatricians confirmed this pattern of drawing on personal experiences from her perspective as a physician and declared it to be problematic (Q5).
Attitudes. Attitudes were attributed in part to levels of knowledge and social norms around breastfeeding, as well as demographic characteristics of providers such as gender and age. Participants believed that the discomfort for men may be because breastfeeding assessments require careful observation of the baby nursing, and they don't do this enough to gain confidence and increase their comfort levels (Q6). Geographically based attitudes were mentioned by only a few participants in the panhandle of Florida (northwest part of the state). International Board Certified Lactation Consultants across practice settings (hospital, WIC, and private practice) from the panhandle described their area as "geographically isolated," having a "lack of good quality healthcare providers" and a "less educated culture," and being "10 years behind the rest of the world," as evidenced by archaic practices (Q7).
Professional resistance was a common subtheme within attitudes and was represented by many examples of nurses, pediatricians, and specialists being "stuck in their ways," despite new evidence about best practices for breastfeeding management. Some participants described professional resistance to change as generational (Q8). Several participants also described resistance from hospital administrators or physicians when they tried to arrange for educational sessions to improve breastfeeding knowledge in their setting. Some IBCLCs suggested that resistance to change among nurses may be related to feeling at or beyond capacity with their other nursing duties, although this is often situated in good intentions when nurses "think they are giving mothers help by sending them home with extra formula just for those times when they really need it" (P5, WIC). Participants also mentioned that providers and family members believe that "formula is good enough," that "breastfeeding is not up there on their priority list; it's way down at the bottom. It's a normal function. It's nice, it's natural, and it works fine. If not, we give a bottle" (P12, hospital). One participant felt strongly that among providers, formula is considered good enough and breastfeeding is believed to be a choice, when instead it should be perceived as a health imperative (Q9). Participants consistently reported feeling as though IBCLCs are not valued by their institutions, other providers, the healthcare system, and parents. They provided examples such as being excluded from attending pediatric meetings and experiencing significant cuts to the lactation services budget because it doesn't bring money to the hospital (Q10). Other IBCLCs felt that pediatricians generally have a positive attitude about lactation consultants but don't always understand the extent of their work and expertise. Participants felt that families often put physicians on a pedestal as the experts in the "white coat" who are "always right," an attitude that not only impacts the lactation consultant but is also indicative of the mother's lack of agency (Q11).
Direct Barriers
Direct barriers are represented by three main themes within an occupational context (institutional constraints, lack of coordination, and poor service delivery) and two main themes within an individual context (lack of social support and mother's lack of self-efficacy). These barriers, as perceived by IBCLCs, are also often inextricable in the ways that they impact the IBCLC's ability to manage breastfeeding problems. Although the themes will be presented individually, their relationships to each other will also become apparent.
Occupational context: institutional constraints. Subthemes within institutional constraints included hospital practices and policies, financial barriers, lack of administrative support, and inadequate staffing and time constraints. Participants expressed frustration that non-evidence-based practices detrimental to breastfeeding occur with frequency in their institutional settings; becoming designated as Baby-Friendly by the Baby-Friendly Hospital Initiative was often considered an important starting point to improve policies and practices. International Board Certified Lactation Consultants explained that certain interventions during labor and delivery and postpartum (e.g., Pitocin, epidurals, forceps, vacuum extractions, cesarean sections, lack of skinto-skin, not rooming-in, and swaddling) impact their ability to manage breastfeeding problems (Table 4 , Q12). Participants also described policies that prevent nurses from using cups, syringes, or other finger-feeding methods when supplementing or that nurses indiscriminately use pacifiers or nipple shields.
International Board Certified Lactation Consultants were critical of doctors' use of "order sets" with standard instructions for mothers such as "breastfeed on demand and feed formula 1.5 ounces afterwards" because they do not address the individual needs of each dyad. Nonmedically indicated supplementation was the most common hospital practice described as a barrier to breastfeeding. Participants often lamented the spiral of interventions that ultimately impact their ability to help women breastfeed in the hospital and after being discharged.
In the WIC setting, participants identified a wide range of variation in policies and practices across counties in terms of pump-loan programs, formula and food packages, access to peer counselors, and overall staffing capacity. Two WICbased IBCLCs expressed frustration at a state-level health department policy that prevents them from using "social marketing and even texting; moms don't want to use up their minutes to call back" (P26, WIC). In contrast, hospitalbased IBCLCs did not mention any policies against texting with moms, and many use this form of communication to follow up.
According to participants working in hospitals and WIC settings, financial barriers in the form of budget cuts impact the lactation consultants because they are still expected to see the same number of mothers, but with fewer hours and less pay (Q13). Some financial constraints within the hospital and pediatric office settings were attributed to a forprofit model of healthcare such that the business profit trumps best practices. Hospital-based IBCLCs often described a lack of administrative support for lactation Q18 "I think a lot of times the doctors don't even think about referring to a lactation consultant. They often just say supplement formula, thinking that they're helping the mom. 'Oh well, we're giving her a break because she's giving the baby some formula,' whatever, but then it starts that downward trend of the milk supply and then you end up with a mom who doesn't have enough milk eventually because she started supplementing and it all started because the doctor thought they were helping when really all they had to do was say, 'Hey, why don't you call this person?'" (P30, PP) Lack of coordination/ problems with follow-up
Lack of follow-up, usually in the hospital or WIC setting, either due to institutional constraints or lack of value placed on this type of service Q19 "[Doctors] see them at day 4 or 5 and then they see them again at 2 weeks. So, they're not seeing them at day 7, at day 10, to kind of gauge in between, like, 'Okay, is the weight gain fine?' or 'How are we doing?'" (P21, PP)
Lack of coordination/ disagreement between providers As opposed to conflicting information, this describes when the IBCLC has a different recommendation for lactation support/ management from the pediatrician Q20 "We had issues when a lactation specialist who's helping a mom in the hospital, they would identify a tongue-tie and they would go to a pediatrician and the pediatrician would say, 'No, it's not a problem.' That was a big barrier." (P15, H)
services as sometimes driven by budget and/or influential formula representatives (Q14). The subtheme "short-staffed/lack of time" was one of the most common themes and was discussed by about 75% of the participants, primarily hospital-based IBCLCs. According to participants, the ramifications of insufficient staffing and time constraints generally include role strain for various providers, non-evidence-based practices, and poor quality of services and care for families. One participant commented, "We have 10,000 people on our WIC books for [X] County. If that's supposed to be handled by one IBCLC and a few part-time breastfeeding counselors, I think we need to have many more people to do the job properly" (P5, WIC). Several IBCLCs identified staffing as an issue for nurses who must then prioritize their patients and sometimes resort to giving a bottle or a nipple shield because of inadequate time with each patient. Participants also suggested that these constraints for nurses impact lactation because "they call the IBCLC when things have already got real bad" (P15, hospital).
Participants identified insufficient time to work with breastfeeding mothers as a problem for pediatricians as well. Some IBCLCs felt that pediatricians often recommend supplementation because limited appointment times are not conducive to addressing breastfeeding issues, so "the pediatrician seems to give blanket answers-breastfeed with supplement" (P17, private practice/hospital). Pediatricians also described the time challenge (Q15). The pediatricians also believed that reimbursement for providing lactation services is either nonexistent or not "commensurate" to the time they spend to solve breastfeeding problems.
Occupational context: lack of coordination. A lack of collaboration between providers and a lack of coordination within the healthcare system and in the community were major barriers for most IBCLCs in this study. Participants described the continuity of care as disjointed, which was evident by several subthemes: a lack of awareness of services within institutions and in the community, poor timing or lack of referrals, and problems with follow-up. Inconsistencies in care plans and treatment recommendations among lactation consultants, nurses, pediatricians, obstetricians, and other physicians seem to further exacerbate the lack of coordination and create challenges for the IBCLCs and the families they serve. One participant described the system as "broken" because of the lack of coordination and the gap in continuity of care (Q16). Several IBCLCs commented on the lack of awareness about lactation services and support within the hospital setting, WIC setting, or private practices in the community (Q17). Some private practice IBCLCs also described feeling disconnected despite outreach efforts to hospitals, obstetric practices, and pediatric offices in their community. Although some participants did feel well connected to other providers in their communities, most described the need for collaboration to "incorporate everyone's discipline" and improve patient outcomes.
The lack of collaboration between providers has direct consequences on the breastfeeding mother and baby because "they're usually train wrecks" by the time they receive care. Many IBCLCs felt that physicians resort to supplementation too quickly instead of referring mothers to a lactation consultant for evaluation, which exacerbates the breastfeeding problems (Q18). Participants pointed out the problems with follow-up that create a gap in continuity of care during the crucial first 2 weeks for establishing breastfeeding (Q19).
Participants also discussed problems with collaboration in terms of the disagreement between various providers on the appropriate treatment or plan for managing breastfeeding problems (Q20). Disagreeing with other providers is tricky for IBCLCs because they believe they have an obligation to provide evidence-based information and care to families but do not wish to undermine the authority of the pediatrician. When IBCLCs gave examples of positive collaboration with other providers, they were more likely to have developed open lines of communication, have effective referral processes in place, feel respected for their expertise, experience more role clarity among providers, and achieve overall better success in managing early breastfeeding problems.
Occupational context: poor service delivery. Almost all of the participants described poor service delivery as a result of inaccurate (not evidence-based) or conflicting information that is given to mothers regularly by a range of healthcare professionals, as well as the use of "quick fixes" and insufficient nursing care. A lack of evidence-based practice was a common subtheme, particularly in the hospital setting and related to protocols about the routine practice of nonmedically indicated supplementation (Q21). International Board Certified Lactation Consultants gave examples of nurses and physicians telling mothers that they won't be able to breastfeed because they don't have enough milk or their nipples are flat and giving inappropriate advice about how long mothers should nurse on each side, how often they should nurse, and when to start solids. Other examples included conservative interpretations by hospital nurses on test results for jaundice or hypoglycemia and providers telling mothers to stop breastfeeding when taking medications, "without referring to any of the current literature." Participants reported that mothers are frustrated by conflicting information because "everyone is telling me something different." The conflicting information also impacts the lactation consultant's credibility and rapport with the mother (Q22). Mom's perceived insurmountable barriers and mom's lack of self-confidence to succeed at breastfeeding Q26 "Most women come to me and say, 'I'm going to try to breastfeed.' It's not like you're going to try to get through childbirth, you're going to get through childbirth. Breastfeeding is a big unknown. They're insecure about it and very unsure of themselves and their body's ability to do this." (P17, H/PP) Self-efficacy/unrealistic expectations Moms have unrealistic expectations that breastfeeding will be easy (natural) and are completely unprepared for the possibility of any challenges. These unrealistic expectations can lead moms to give up early.
Q27 "I think a lot of times they're getting set up for thinking that because they got prepared, it's going to go perfect. Then they're disappointed that it didn't because there are some little bumps on the road and they give up easily because, 'Well, I did everything I could do.' No, you didn't practice. It's like the kid that never does his math homework. He's not going to do as well on the math test. You have to practice." (P3, PP) Self-efficacy/lack of motivation When women are not motivated, it is difficult to help them to be successful.
Q28
"I work hard all day long to see that it's happening for her and then she doesn't work hard anymore. She gives up at nighttime." (P13, H)
Many of the participants reported that pediatricians are so focused on the "numbers" related to weight gain, blood sugar, or jaundice that they are unable to look at the whole picture. They focus on short-term solutions, often resorting to formula supplementation as a quick fix rather than taking the time to solve the breastfeeding problem (Q23). A few IBCLCs mentioned that physicians recommend supplementing even when the baby is doing well but not gaining as quickly as the physician would like or that the physician is expecting unrealistic formula-based growth patterns out of breastfed babies. Participants were also critical of the lack of follow-up when physicians recommend supplementing (with pumped milk or formula) because they don't give the mother clear guidance about how long she should continue to supplement and when she can resume exclusive breastfeeding.
Although most participants believed that the majority of nurses are supportive of breastfeeding, they explained that due to a lack of knowledge about breastfeeding, nurses often recommend supplementing with formula, which, although given with good intentions, has the negative consequence of undermining the mother's confidence in her ability to provide enough milk for her baby (Q24). In particular, many participants talked about the problem with night nurses, who supplement the babies during the night because they believe they are helping the mother to rest, or they use nipple shields because they don't have the time to work on proper latch.
International Board Certified Lactation Consultants explained that the problem with non-evidence-based practices and poor advice leads to a cascade of problems that impact breastfeeding and the ability of the lactation consultant to most effectively manage problems before the breastfeeding is unsalvageable. One IBCLC put it this way:
If we want a better milk supply, we need to nurse more frequently in these first couple of days. Like I said, at the drop of the hat, everybody wants to supplement with formula because it's always breastfeeding's fault wherein it's not always breastfeeding's fault [laughter] . . . and then when formula doesn't solve the situation, then we've already ruined breastfeeding. So, we have that downhill spiral. (P24, WIC)
Individual context: social support. Most participants identified the mother's lack of social support as a barrier because part of their job is to support the mother's needs within her individual context. They explain that social support directly impacts the mother's self-efficacy, or perceptions of her ability to succeed at breastfeeding. According to participants, mothers who have more family involvement do not necessarily have better social support systems related to breastfeeding. Primarily, fathers and grandmothers of the infant were described as the most problematic for mothers in terms of interfering with breastfeeding. Examples commonly included descriptions of extremely influential grandmothers undermining the mother's confidence by telling her that she doesn't have enough milk, minimizing the importance of breastfeeding, and pushing her to feed the baby the same way they did (Table 5, Q25) . Participants indicated that the IBCLC is an outsider, not part of the intricacies that are rooted within family dynamics. Building trust amid the forces of established and influential family members was described by participants as difficult for both the IBCLC and the mother.
Individual context: self-efficacy of the mother. Self-efficacy was described as being shaped by a combination of the factors previously described: social norms; knowledge and attitudes of mothers, providers, and family members; social support; institutional policies and practices; the coordination (or lack thereof) of the healthcare system; and various influences directly related to the delivery of care that mothers receive from a range of providers.
International Board Certified Lactation Consultants mentioned that their support includes addressing the mother's perceived barriers about breastfeeding such as going back to work, making time to breastfeed while caring for other children, not having enough milk, and fearing nursing in public. One of the most common barriers mentioned by participants was mothers' perception of insufficient milk to feed their babies; they "don't trust their own bodies to provide for the baby," or they are going to "try" to breastfeed, suggesting that they expect problems prior to even starting (Q26). Some IBCLCs talked about the need for anticipatory guidance so that mothers are better prepared with information about breastfeeding, know where they can access resources if they need help, and identify potential physiological barriers (e.g., insufficient glandular tissue) to breastfeeding. In addition to identifying problems early, some participants felt that it was equally important to build a mother's confidence that her body is well suited for breastfeeding. One IBCLC explained that obstetricians don't typically look at the breasts during prenatal exams but that they should, not just to identify problems but to assure mothers that their breasts are normal. Many participants provided examples of unrealistic expectations of the mothers and the impact on self-efficacy when those expectations aren't realized (Q27). International Board Certified Lactation Consultants discussed mothers' unrealistic plans to exclusively pump and feed expressed milk or to breastfeed and pump from the beginning. Without understanding the physiology, these methods can be problematic because "if you do both from the first day, the chance that you're going to do both for very long is very low because your supply never really establishes" (P29, hospital). Women who have had breast augmentations or reductions also have unrealistic expectations, which is a source of frustration and hopelessness for lactation consultants.
Finally, the lack of motivation of mothers was also described as a barrier by some participants. Mothers sometimes send their babies to the nursery with the expectation that they can work on nursing during the day and the baby can have formula at night. A few participants expressed frustration at working with mothers all day on latching, positioning, and frequent nursing to help them breastfeed more successfully, just to come in the next morning and find out that the baby spent the night in the nursery receiving bottles of formula (Q28).
A Conceptual Model of IBCLCs' Perceived Influences on Managing Breastfeeding Problems
The set of indirect and direct barriers highlights the primary emergent concepts from this study. The indirect barriers described by participants in this study (social norms, knowledge, and attitudes) influence the direct factors within (a) the occupational context (institutional policies and practices, coordination of care, and service delivery) and (b) the individual context of the mother's self-efficacy and her social support system. These factors within the occupational and individual contexts are interconnected and directly impact the ability of the IBCLC to perform her perceived role in managing breastfeeding problems. To better understand the relationships between the factors associated with management of breastfeeding problems by IBCLCs, a conceptual model was developed (Figure 2) .
In Figure 2 , the factors associated with managing breastfeeding problems are represented by indirect and direct factors within an interconnected framework. These have primarily been described as barriers in this article; however, both barriers and facilitators may be represented within each category. The indirect factors identified in this study include social norms, knowledge, and attitudes, all of which are interrelated and have an impact on the occupational and individual direct factors in the model, and role of the IBCLC. The occupational direct factors are also interrelated and include those within the healthcare system such as institutional policies and practice and coordination of care, which in turn affect service delivery. For example, hospital policies that require nurses to follow a prescribed set of tasks within limited hours may prevent them from taking the time to collaborate with other providers to solve breastfeeding problems. This lack of time and collaboration may lead some nurses to supplement babies with formula when not medically indicated, which can undermine breastfeeding. In addition to the barriers that arise in various practice settings, individual barriers related to the social support of the mother and her self-efficacy impact the IBCLC's role enactment.
Each of the direct barriers (individually and in combination) impact the IBCLC's role enactment, such that she may or may not be able to adequately address particular breastfeeding problems. Although not visually represented in this framework, specific examples and subthemes within each set of factors often differ by the IBCLC's practice setting, credentials, and the context of the breastfeeding problem.
Discussion
This study provides insight into the barriers faced by IBCLCs in the professional management and support of breastfeeding. Findings suggest that the system of care for mothers needing breastfeeding support is fragmented.
Indirect Barriers
Although breastfeeding is promoted as the best source of infant nutrition, societal norms about breastfeeding are incongruent with our nation's healthcare goals. Participants believe that the formula industry continues to be a powerful force in shaping social norms of infant feeding. Participants explained that although WIC asserts a breastfeeding-friendly philosophy, the provision of free formula obfuscates the communication of this philosophy to families.
Social norms influence knowledge and attitudes about breastfeeding. In accordance with previous research, IBCLCs in this study indicate that pediatricians and nurses lack basic breastfeeding knowledge and management skills and rely on personal experiences (Feldman-Winter et al. 2008; Szucs et al., 2009) , which are barriers to the provision of evidence-based breastfeeding support. Other studies have found that physicians and pediatric residents often do not feel supported or able to meet their breastfeeding goals and acknowledge that their personal breastfeeding experiences (both positive and negative) affect how they counsel their patients (Dixit, Feldman-Winter, & Szucs, 2015; Sattari, Levine, Neal, & Serwint, 2013) . Furthermore, if healthcare providers do not perceive breastfeeding as a "health imperative," as one pediatrician in this study described, then their motivation to support breastfeeding mothers may be shallow and ineffectual. International Board Certified Lactation Consultants noted that whether or not a physician promotes breastfeeding has an impact on mothers' self-efficacy and, in turn, the ability of the IBCLC to manage breastfeeding problems. Studies show that education and training increase physician knowledge and attitudes about breastfeeding and improve breastfeeding initiation and duration among their patients (Feldman-Winter et al., 2010; Holmes, McLeod, Thesing, Kramer, & Howard, 2012; Mellin, Poplawski, Gole, & Mass, 2011; Tender et al., 2014) .
Participants shared examples of professional resistance (by physicians, nurses, and administrators) to adopting evidence-based breastfeeding supportive practices, also identified in other studies (Magri & Hylton-McGuire, 2013; Nickel, Taylor, Labbok, Weiner, & Williamson, 2013) . A study about the adoption of breastfeeding best practice guidelines similarly found varying groups of nurses who were identified as "eager adopters," "fence sitters," and "the old guard." The old guard often worked the night shift and resisted new practices due to inaccurate beliefs that led them to fear that these practices would harm the infants (MatthewMaich, Ploeg, Dobbins, & Jack, 2013) . Understanding the basis for resistance to new practices is needed, especially in more rural areas such as the panhandle where IBCLCs reported a lack of evidence-based practice that they believed was more pervasive in this part of the state.
Direct Barriers: Occupational Context
Institutional practices and policies and the coordination of care influence service delivery but differ by healthcare setting and include a combination of barriers and facilitators. For example, whereas structural hierarchies are inherent in the hospital setting, state and federal regulations define institutional constraints in the WIC setting. Hospitals that are designated Baby-Friendly have implemented evidence-based practices and policies that are supportive of breastfeeding (World Health Organization, 1998) and, according to participants, lead to better coordination and delivery of care to families and facilitate the role of the IBCLC. However, IBCLCs reported that many hospital protocols drive practices that undermine breastfeeding and inhibit coordination between providers. Lack of administrative support and budget cuts impact staffing ratios for lactation consultants, which has consequences for service delivery and the IBCLC's ability to manage breastfeeding problems in a timely manner. Additional research to explore institutional barriers from the perspective of administrators would be valuable.
This study supports prior research findings that inadequate time to counsel breastfeeding mothers and staffing deficiencies are significant barriers for healthcare professionals (Dennison, Nguyen, Gregg, Fan, & Xu, 2016; Weddig, Baker, & Auld, 2011) . A study of obstetricians found that time constraints, lack of insurance reimbursement, and feeling incompetent in breastfeeding support skills prevented them from discussing breastfeeding during appointments. Participants also felt that parents were not interested, which was not mentioned by IBCLCs in this study (Sims et al., 2015) .
The coordination of care was described as fragmented due to a disconnection between hospitals, pediatric practices, and community support (e.g., WIC or private practice IBCLCs). The referral process and follow-up care are often disjointed, which is further exacerbated by a lack of consistent recommendations by various providers. Garner and colleagues (2016) conducted interviews with obstetricians, midwives, pediatricians, nurses, and lactation consultants and found that discontinuity in breastfeeding care was a major barrier to providing breastfeeding support in New York. This discontinuity of care was similarly ascribed to lack of time and skills, inconsistent messages, and poor communication between providers, leading to gaps along the care continuum (Garner et al., 2016) . International Board Certified Lactation Consultants in this study blamed the discontinuity of care on inadequate coordination between healthcare professionals, a lack of awareness about available services, poor referral processes, inconsistent or inaccurate information, and feeling underutilized or that their credential isn't recognized or respected.
A concern for a commitment to evidence-based practices was extremely important to IBCLCs in this study. Research supports IBCLCs' perceptions that hospitals frequently do not follow evidence-based practices, although data show improvement (Perrine et al., 2015) . One study that aimed to identify factors that influence the implementation of BabyFriendly practices reported several findings that were echoed in this study. Nickel, Taylor, and colleagues (2013) interviewed physicians, nurse practitioners, administrators, and staff nurses working at eight hospitals. The participants reported that older, more experienced staff were less likely to be committed to implementing the Ten Steps; pediatricians opposed conducting newborn assessments in the mother's room; night shift nurses were less likely to take the time to provide breastfeeding support and believed that removing the baby offered the mother an opportunity to rest; administrative support was needed to implement breastfeeding supportive practices; visitors in the room had a negative influence on establishing breastfeeding; and staffing and training were inadequate. Each of these factors was identified by IBCLCs in this study as well, which suggests that these issues are likely representative of barriers to providing best practices in breastfeeding support by many hospitals.
Nonmedically indicated formula supplementation is associated with shorter breastfeeding duration and not meeting exclusive breastfeeding goals (Chantry, Dewey, Peerson, Wagner, & Nommsen-Rivers, 2014; Nickel, Labbok, Hudgens, & Daniels, 2013; Perrine, Scanlon, Li, Odom, & Grummer-Strawn, 2012) . Participants often described the use of formula supplementation as a quick fix for physicians and nurses when unable to resolve a breastfeeding problem quickly and easily. Formula supplementation for nonmedical reasons is common (Boban & Zakarija-Grković, 2016; Rosin & Zakarija-Grković, 2016) and often given at the request of the mother or because of a doctor's orders or nurse's recommendation (Nelson, Perrine, Scanlon, & Li, 2016) . Many of the barriers identified within the occupational context are consistent with those outlined in a review of barriers, facilitators, and recommendations related to implementing Baby-Friendly supportive policies and practices (Semenic, Childerhose, Lauziere, & Groleau, 2012) .
Direct Barriers: Individual Context
Factors within the individual context included social support for the mother and the mother's self-efficacy. Research has shown that grandmothers and fathers are extremely influential on a mother's breastfeeding success (Negin, Coffman, Vizintin, & Raynes-Greenow, 2016; Odom, Li, Scanlon, Perrine, & Grummer-Strawn, 2014) . International Board Certified Lactation Consultants acknowledge that social support can act as either a barrier or a facilitator in affecting the mother's self-efficacy; these family dynamics are important for IBCLCs to understand in determining the strategies they will use in their provision of care. Perceived insufficient milk supply is one of the most common reasons cited by mothers for early weaning (Odom et al., 2013; Wagner et al., 2013) and was identified by IBCLCs in this study as well. Participants described frustrations with mothers' unrealistic expectations as a result of a lack of anticipatory guidance and inadequate prenatal preparation. The American College of Obstetricians and Gynecologists and the American Academy of Pediatrics have positions on breastfeeding (American Academy of Pediatrics, 2012; "Committee Opinion No. 658," 2016 ) that emphasize the need for anticipatory guidance during prenatal care visits and proactive and consistent breastfeeding support after birth.
Implications for Practice
Lactation support and education from an IBCLC can improve breastfeeding support and positively impact breastfeeding initiation, duration, and exclusivity rates (Andaya, Bonuck, Barnett, & Lischewski-Goel, 2012; Li et al., 2014; Patel & Patel, 2016; Teich, Barnett, & Bonuck, 2014) . One study found that integration of a scheduled breastfeeding evaluation by an IBCLC into a pediatric practice improved maternal satisfaction and breastfeeding duration (Witt, Smith, Mason, & Flocke, 2012) . Furthermore, in a study of two randomized controlled trials of routine, primary care-based breastfeeding interventions, the integration of lactation consultants alone (as well as combined with electronically provided anticipatory guidance during prenatal care) was found to be associated with increased breastfeeding intensity and exclusivity at 3 months . The effectiveness of breastfeeding support from IBCLCs found in these studies suggests that future quality improvement programs should work to address the barriers to the professional management of breastfeeding problems as identified by IBCLCs in this study.
To increase collaboration between various providers, The Surgeon General's Call to Action to Support Breastfeeding (U.S. Department of Health and Human Services, 2011) suggests the need to integrate IBCLCs into the healthcare team and recommends that healthcare systems "establish partnerships for integrated and continuous follow-up care after discharge from the hospital" (p. 45) to ensure that breastfeeding mothers and infants receive skilled support with lactation from informed and available healthcare teams. The American College of Obstetricians and Gynecologists' Interprofessional Task Force on Collaborative Practice developed a framework for teambased care that encompasses high-quality collaborative care between at least two healthcare providers, along with the patients and their families, to achieve shared goals. The Task Force acknowledges that this patient-centered approach requires interprofessional collaboration through "seamless communications and transitions among health care providers" (Jennings et al., 2016, p. 614) . In a study of participants attending international breastfeeding conferences designed to understand barriers and facilitators to integrative care (also defined as a collaborative approach among healthcare providers), Rosin and Zakarija-Grković (2016) reported findings similar to those in this study. For example, survey respondents reported barriers to integrated care that included lack of provider knowledge and skill in providing breastfeeding support, unsupportive work environments, lack of timely referrals, non-evidence-based practices, time and staffing challenges, unsupportive attitudes, routine supplementation, and an influential formula industry. Future research is needed to identify strategies for implementing team-based, interprofessional care management to reduce barriers faced by IBCLCs and improve overall breastfeeding support and management for mothers and infants.
Limitations
Researcher bias is always a concern in qualitative research. EA's personal breastfeeding experiences, as well as her certification as a certified lactation counselor, have afforded her some clinical knowledge about breastfeeding and insights into the social and cultural landscape. Bracketing techniques such as keeping a reflexive journal, working with an independent research assistant in coding, identifying and revisiting assumptions, and conducting member checks were employed by EA to increase the credibility and dependability of the results and interpretations. Furthermore, purposive sampling methods were used to capture a broad range of experiences; however, the perceptions of some IBCLCs (African American) and from particular settings (BabyFriendly hospitals) were not well represented in this study and should be included in future research. In addition, other breastfeeding support providers, such as physicians, nurses, and certified lactation counselors, were not included in this study and likely have other insights into the barriers to managing early breastfeeding problems. Although the results of this qualitative study are not generalizable, the barriers faced by IBCLCs in Florida may be similar to IBCLCs practicing in other states (but perhaps not in other countries with different models of care). There are also several strengths to this research. The diversity in employment settings, geographic regions, and credentials of the IBCLCs provided the researcher with a broad range of experiences to interrogate through constant comparative analysis. The application of grounded theory methodology generated emergent themes in a previously unexplored area of research and led to the development of a conceptual model that could be used to explore barriers for other providers and in other settings.
Conclusion
Lactation consultants are important team members in the overall effort to improve breastfeeding rates. The complexity of the interrelated direct and indirect factors that impact the professional management of early breastfeeding problems by IBCLCs is indicative of the need to identify team-based, interprofessional approaches to breastfeeding support for mothers and their families. Improving interdisciplinary collaboration between various providers who work with mothers and infants could lead to better integration of IBCLCs who are educated and experienced in providing lactation support and management of breastfeeding problems.
